Introduction
Diabetes mellitus is the group of chronic conditions responsible for the main causes of death around the world and is considered one of the greatest health problems (1) . In that sense, Brazilian and international studies have discussed actions that can help to control the advance of this disease and its complications, and that often derive from care that does not consider the particularities of chronicity, with inadequate care models that are focused on curing the disease, present in the logic of the biomedical model (2) (3) (4) .
Starting from an important international discussion at the end of the 20 th century and the start of the 21 st century about health care models that take into account the needs of people with chronic conditions, new care models have been created, such as the Chronic Care
Model (5) , developed in the United States, which has been widely used in different countries around the world, with reports of successful experiences (6) .
The Chronic Care Model was the main reference for the construction of the Modelo de Atenção às Condições
Crônicas (MACC) (7) one physical educator, one psychologist, one social worker and one nutritionist; and three managers -two from the Primary Health Care Service (PHCS) and one linked to the city.
The selection was based on theoretical sampling.
First, data were obtained from the Primary Care
Information System on the FHT with the largest number of diabetes patients registered in their coverage area.
The FHSC professionals and managers were indicated as reference persons for the health professionals on these FHT.
First, the directors of the PHCS where the FHT worked were contacted to presented the researcher and get acquainted personally with possible participants, to which the study objectives and motives were explained.
The data collection techniques included: interview, To analyze the data, the combination of the adopted techniques permitted triangulation in the analysis process, which was guided by directed content analysis.
The MACC served as a reference, in view of its range (micro, meso and macro) (7) , and the protocol proposed in the Health Department policy for diabetes: Primary
Care Notebooks -Strategies for care to chronic patients -Diabetes Mellitus (9) . ATLAS.ti software version 7. (6) .
Analytic base: the integrality principle of the Unified Health System and the welcoming and bonding concepts of the Family Health Strategy, considered fundamental for care delivery to diabetes mellitus patients in Primary Health Care, at the micro level.
CATEGORY 2:
Care delivery to diabetes patients in Primary Health Care: team-management.
Second level of the Modelo de Atenção às Condições Crônicas: MESO
Health organization and Community. Prepared, informed and motivated people, families and professional are expected (6) .
Analytic base: aspects involving the preparation of the teams and management in care to diabetes patients in Primary Health Care, fostering the meso level.
CATEGORY 3:
Diabetes policies: barriers to applicability.
Third level of the Modelo de Atenção às Condições Crônicas: MACRO Policies. Policies are expected that consider the singularities of the chronic conditions and that develop the Health Care Networks (6) .
Analytic base: diabetes policies and barriers to applicability. 
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Care to diabetes patients in Primary Health Care
The large majority of diabetes care was offered collectively, aiming to promote care access to a larger number of users, who were registered in the Registration Care to diabetes patients in Primary Health Care:
team-management
The professionals perceived motivation, considered as a requisite for self-care, as something distant from the reality of the current care practices for diabetes patients in PHC. In the observation of the group meetings, the diabetic patients remained seated for a long time, passively, awaiting the physician to call them.
Overall, there was no systematic interaction with the professionals and even among them. Another aspect to be considered in this care was the lack of actions that identified the mobilization of social resources, with community orientation, for this cause, as proposed in the MACC.
Diabetes policies: barriers to applicability
As barriers found for the implementation of public Concerning the HCN, these were not considered a reality of the municipal health system yet, especially due to their weaknesses in the connections among the different points of the network. The health professionals had no specialized/secondary service for reference and support, with great difficulty to forward the patients as needed to adequate care. In addition, when the specialized consultation happened, the counterreferral was still precarious. The user should bring the prescription from the specialist for the PHCS/FHT professional to continue prescribing the proposed drugs;
expressing the lack of articulation among the different network points.
Discussion
According to the study results, group care for diabetes patients was marked by activities that were more focused on attending to the demand for medical appointments. This care was not guided by the health policy, indicating only partial compliance with the care policy for diabetes patients (9) . The actions were developed based on the biomedical model, with great distancing from the necessary practices for chronic patients, in accordance with the MACC (7) . Similar situations were also found in other PHC studies, showing that this situation is repeated in different places across the Brazilian reality (10) (11) .
Listening, as an element of welcoming, fundamental to establish bonding and considered one of the pillars of therapeutic action, being fundamental for care integrality (12) , was not evident in this care. Individualized monitoring is recommended for diabetes patients, considering that the context of each patient and the way (s)he lives with the disease are essential for care that is intended to maintain the glucose levels under control and promote patients' quality of life (9, 13) .
Orientation, as a health education instrument, is fundamental to allow people to practice self-care (9, (14) (15) , in order to have a healthy and productive life. Studies that analyzed the health practice and health education concepts highlight the need to further value the role of health professionals as drivers of change in health education and in the health model they are inserted in (15) (16) .
The lack of integration between the professionals and the diabetes patients' family, as well as with their social context, indicates the lack of convergence between health care practice and the principles of the Family Health Strategy (FHS), integrality and the MACC, in which the family should be involved in the users' care plan (7) .
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The shortcomings the CHA expressed concerning the limited knowledge about diabetes are in line with another study that also appointed the need to better equip this professional category, which plays a fundamental role in the communication and relationships with the users (17) , even when considering that the CHA execute no clinical activities.
In the performance of its functions, the local management faces difficulties to understand and act in view of the complexity of a health services. Traces were found of reductionist, isolated and simplified activities in the management and political process, such as the non-mobilization of social resources with community orientations towards this cause, as proposed in the MACC (7) .
The managers' activities demonstrate a lack of articulation with the health professionals and the PHC users' reality. They need adequate training, appropriating themselves of the knowledge on health actions and their countless interrelations with other social sectors, and even within the health system.
The fragmented perspective on the reality prevents them from apprehending its multiple facets (18) . Another study developed in PHC also identified management problems, highlighting a strong party-political influence with patronage characteristics and a lack of qualified professionals (10) .
The health professionals do not use the Health Department documents as a reference for their actions for care to diabetes patients. That is so because the implementation of a health policy meets with countless bottlenecks at the local level, permeated by strategic aspects, interests and multiple actors, considered as determining aspects for the success or failure of this policy (19) .
In view of these connotations and the organizational systemic complexity, multiple weaknesses were identified in care delivery to diabetes patients in PHC, especially when analyzed from the perspective of the MACC. According to the complexity paradigm, different situations came up that point to a fragmented, reductionist, contradictory organization that is disjunctive of the underlying policies, in which different established disorders can be identified.
In view of the basic principles of complex thinking, however, which is present in all living phenomena, any disorder can produce a new order and establish a new organization (18) .
Brazilian studies that picture the applicability of the MACC evidence that, after its implementation, care
for the people improved, with enhanced treatment compliance by the patients (3) and the introduction of new care strategies by the health professionals, including actions for self-care, motivational interview and operative group (8) . This reality converges with international experiences, in countries that adopted a new specific care model for chronic conditions, which affirm their efficacy and efficiency to assist this population in its singular and plural aspects, expressed in their health-disease processes (6, 20) .
As limitations, we register that this study only considered one city and assessed the model focusing on diabetes as a chronic illness. Nevertheless, the professionals do not acknowledge the MACC as an orientation.
For the MACC to be a reality in the primary health care network and be effective for diabetes care, changes at different levels of the care model are fundamental, including more specific preparation, besides changes in the health care structure, influencing the way health professionals and managers act.
Conclusion
Based on the assessment of the PHC professionals' These results can contribute to the reorganization of care for diabetes patients in PHC, with notes for the health professionals, especially the nurses, who should focus on actions to recover the paradigms, concepts and objectives of the care models they are inserted in (PHC and FHS), which should underlie their practices.
For the managers, they appoint the need to consider measures that can grant support for the professionals to develop integral care. For the public diabetes policies, they signal the need to propose control and monitoring strategies of the care offered at the base, with measures that guarantee, beyond access, the quality of care for diabetes patients.
